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Editorial 
SUBJECT: CLINICAL MATURITY OF 
MEDICAL STUDENTS 
It is an unwritten understanding that a 
very academic third year medical student 
traditionally will get "burnt" as he embarks on 
his clinical clerk year. Overcasting the 
glamour of actively treating ' real ' patients 
is one 's inadequacy to survey all the 
possible aspects of a patient 's mind and 
body. Treat the symptoms at hand? What to 
order? How to order meaningfully? How 
many orders? How long the orders should be 
kept up? What are the alternatives? How 
to measure clinical success? 
An attempt to look at the clinical maturity 
of medical students may answer some of 
the above questions. 
In the first year, little or no clinical 
exercises are available. A direct inguinal 
hernia is usually a Hasselbach's triangle and 
a lot of embryology and fascia stuff. At that 
stage, the students are hardly prepared or 
allowed to manage a hernia patient in 
hospital setting, strangulated or 
unstrangulated. Then, second year rolls 
along and for the first time the student gets 
to know drugs and biochemical tests. But, 
pathology, bacteriology, and medicine 
occupy most of his time. The will to compete 
and survive the toughest year of medical 
school often outweighs the " real " doctoring 
of patients in either a hospital or a G.P. 
office setting . There are books to read, lab 
assignments to hand in, essays to write, 
and exams to pass, etc. 
Third year comes, and after laboriously 
deciding on the contents of the medical bag , 
not really sure of how to use the stethoscope, 
ophthalmoscope, otoscope ,and even the 
reflex hammer, the student puts on a white 
coat and hopes to be of service to the 
patient. Herded along in groups of six or 
seven, the student learns bedside diagnosis, 
with second-hand physical findings and 
perhaps third-or fourth-hand positive 
histories. It is an artificial, clinical setting 
at best. Treatment plans are very sketchy. 
More important is the fact that the student is 
deprived of primary responsibility for the 
patient and, hence, this lack of clinical 
involvement only drives the student back to 
the books. 
One highlight of third medical year is 
the clinical assignments provided by the 
Department of Internal Medicine. Here, at 
least, the student can treat the patients on 
paper as if he is primarily responsible. It 
would be very useful, indeed, if other 
departments followed this idea .. . namely, 
the departments of pediatrics, obstetrics 
and gynecology, surgery, family medicine, 
E.N.T., etc. 
To ignore or to offer token gestures in 
training clinical responsibility in the lower 
undergraduate years is to bring up clinical 
clerks who are inadequate, unrealist ic, 
reactively frustrated, and unsure of their 
abilities. This , obviously, is also hard on the 
teaching staff and physicians, whose patients 
are directly or indirectly affected. 
Enthusiasm is certainly not lacking among 
my classmates {clinical clerks) and their 
theoretical knowledge is generally more than 
adequate. The flaw, in my opinion, is in 
the delivery of this enthusiasm and knowledge 
to the patient. The " nitty-gritties " of treating 
patients are not taught aggressively in 
medical school. 
Recently, the Ontario Minister of Health , 
Dr. Richard Potter, made statements 
regarding the multitudes of tests ordered 
by clinical clerks. Assuming that it is true, 
which I am not prepared to say without 
further facts , then the chips fall not only on 
the clinical clerks, but on the teaching 
clinicians as well . 
What to order? How to order? How many 
orders? What are realistic treatment 
plans? Treat the cause? Treat the symptoms 
at hand? The practice of preventive 
medicine? These are questions about which 
final year medical students should have a 
good grasp .. . if they have had good, 
sound clinical preparation in their previous 
years. 
In this issue, Dr. James Loudon , Director 
of Postgraduate Education at Victoria 
Hospital , has written an article on "The 
Education of a Physician." The article is 
worth reading. 
What can we do about it? I propose 
full-time, clinical teachers composed mainly 
of 2nd or 3rd year residents who can take a 
year off to teach . The students must have 
a say in the selection of these teachers. 
I propose " systems " teaching on a 
limited scale, starting from first medical year 
so that theory and clinical practice can be 
taught en-block. Why not start off with 
first year medical students working in GP 
office setting under the auspices of the 
Department of Family Medicine? 
I propose more clinical research (perhaps 
at the partial expense of basic research) 
so that clinical teaching may be less arbitrary. 
One can go on and on. 
The question of " clinical maturity" of 
medical students is important. Let us not 
ignore it but rather put it in its proper place 
so that we can do something about it. 
"Some for Teaching, without Apparent Profit." 
The Problem of "Relevance" 
" It is stranger that we are not able to 
inculcate into the minds of many men, the 
necessity of that DISTINCTION of my 
Lord BACON'S, that there ought to be 
EXPERIMENTS OF LIGHT, as well as of 
FRUIT. It is their usual word, WHAT SOLID 
GOOD WILL COME FROM THENCE? They 
are indeed to be commended for being 
so severe EXACTORS OF GOODNESS. 
And it were to be wish 'd, that they would 
not only exercise this vigour, about 
EXPERIMENTS, but on their own LIVES, 
and ACTIONS : that they would still question 
with themselves, in all that they do ; 
WHAT SOLID GOOD WILL COME FROM 
THENCE? But they are to know, that in 
so large, and so various an ART as this of 
EXPERIMENTS, there are many degrees of 
usefulness : some may serve for real , 
and plain BENEFIT, without much DELIGHT: 
some for TEACHING without apparent 
PROFIT: some for LIGHT now, and for 
USE hereafter; some only for ORNAMENT, 
and CURIOSITY. If they will persist in 
contemning all EXPERIMENTS, except 
those which bring with them immediate 
GAIN, and a present HARVEST: they may 
as well cavil at the PROVIDENCE of God, 
that He has not made all the seasons of 
the year, to be times of MOWING, REAPING, 
AND VINTAGE. " 
This is from the history of the Royal 
Society, written 1722 after the Society had 
been in existence for 50 years , by Thomas 
Sprat, its Honorary Secretary at the time. This 
quotation, decorated in medieval 'illumination' 
for us by a student of commercial art (who 
happened to be the current girl-friend of 
one of our former graduate students) hangs 
in the hall in front of the Department of 
Biophysics. It seems to us an excellent 
statement of the philosophy of a department 
devoted to basic research in the medical 
sciences as well as to teaching. We do 
believe that some researches should be for 
'ornament and curiosity' , some for 'light now 
and use hereafter', and some (ad hoc medical 
research) serving for real and plain 'Benefit' . 
The last are quite often 'without much 
Delight' for the medical scientist , except 
when they occasionally result in benefit 
to patients. 
But what about "Teaching with apparent 
Profit " ? 'Relevance ' is the current key word 
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A. C. Burton, Ph.D. 
Former Chairman, Dept. of Biophysics 
in discussions of University courses of all 
kinds, particularly those given to medical 
students. Government committees, 
administrators, and students are beginning to 
demand ' relevance ', which seems particularly 
desirable in professional courses like those 
in Medicine. These obviously have to be 
as much directed to 'training ' for a specific 
job , as to 'education' in the broad sense. 
However, what is 'relevant ', what is not? 
How broad is the definition of relevance? Is 
relevance, in training for the practice of 
Medicine confined to detailed knowledge of 
normal and diseased states of the human 
body, and of therapeutics? Fortunately, there 
is now more attention being paid in Medical 
Schools (including ours) to the study of 
the emotional make-up, economic, and social 
environment of individual patients as relevant 
to training a Physician. 
I would make a plea for a much wider 
innterpretation of ' relevance ' in University 
education and in Medical School. To me, 
anything which stimulates the mind, gives 
'understanding' of the world around us, and 
helps us towards 'maturity ' and 'wisdom' is 
' relevant ' because it nourishes the basic 
nature of man. Everyone, particularly 
scientists, share the characteristics of being 
excited by 'curiosity' and feel the urge 
to understand how things function, and the 
thrill of intellectual discovery ; of adventures of 
the mind. 
I saw a recent television program in which 
Professor Suzuki , distinguished geneticist 
of the University of British Columbia 
~xpressed. this better than I could h~pe to, 
m answenng a question about why he was 
a geneticist. I wrote some verse on this theme 
s~me years ago. At a public lecture by 
Michael Faraday at the Royal Institution an 
old lady is supposed to have asked hi~ 
::what use !s all this?" His famous reply was, 
Madam, Will you tell me what use is a 
new-bo~n . baby? " I think that this reply has 
been m1smterpreted. I do not think he meant 
that : 
" Babies . grow to Presidents , or Henry Fords, 
or E1senhowers 
Or anyway to carry mail, or dig or sweep-
And who can tell?" 
This is the popular interpretation my own 
follows : ' 
" What a t ravesty is this , on Faraday, 
and Science:-
Are babies born , conceived for usefulness, 
Planned as prospective workers , raised 
like stock? 
Or is it Love, or Innate Constitution? 
Must not the sons of men, because 
they are, 
Create and Procreate? 
Ah no, it is the Nature of the Beast 
That maggots breed , that dogs must bark, 
And Scientists investigate, 
The fai th of Faraday endures-
There is a Pattern , by whatever Loom 
And men by search must find it. "* 
While ' relevance ' in University courses in 
general should have a very wide 
interpretation, in a professional school the 
chief relevance may be more limited. In our 
case, ' relevance ' means contributions to 
making good practicing Physicians, to serve 
the health needs of our community. 
Really good teaching has many elements, 
lucidity of organization of subject matter and 
of explanation ; repeated review of the topic 
with emphasis on the most important 
ideas ; and the techniques of good 
communication (as elementary as, for 
example, writing legibly on the board, spelling 
technical terms as well as throwing them 
out verbally) . I have sat under many teachers 
who were excellent in all these, but yet 
I did not rate them as 'good teachers '. With 
all this they were 'dull ' lecturers. On the other 
hand , I had a few teachers who were 
relative ly unorganized in presentation , too 
complicated for the class, who se ldom 
achieved simplicity and clarity, yet I rated 
them as the best teachers I had. Why? 
Because they had the power of arousing 
interest in students, even some of the 
enthusiasm for the subject which was so 
evidently theirs . 'Enthusiasm ' means " the God 
within " and it sparkles in the great teacher's 
eyes and bubbles out of his speech . Once 
the student is 'turned on' , to use another 
currently popular phrase, he, the student, will 
do the rest, and supply the organization that 
may have been deficient.. Moreover, the 
permanent effect of taking the particular 
course, say in his eventual practice of 
Medicine, is vastly greater if he has been 
'turned on ' than if he managed, reluctantly , 
to grind away at studying a 'dull ' course and 
even achieved an " A" in the examination. 
(What grade would he achieve in an 
examination six months later?) 
This consideration, in my opinion, has 
much to do with ' relevance ' and how it is to 
be decided what is relevant and what is not. 
* Published in " Physics in Canada"-Vol. 8, No. 3, 
Spring , 1953. 
It suggests that the purveyors of 'serv ice 
courses ', for example, courses in Physiology, 
Anatomy, Biochemistry, Biophysics, 
Bacteriology, or Pharmacology to medical 
students must share with the 'customer' (the 
Faculty of Medicine) in deciding what is 
' relevant ' in their courses. Whose opinion 
should be dominant in a co-operati ve 
decis ion as to the relevance of a cou rse (say 
in Biophysics to focus our attention) to be 
g iven to medical students, as to number 
of hours , sophistication, and detail? Should it 
be the Physicians of c li nical departments , 
the basic medical science department giving 
the course, or the medical students? 
The clinical Professors certainly might be 
expected to know best what is relevant 
to the practice of Medicine, but their 
competence in basic science may be based 
on a very out-of-date knowledge. They know 
what turned out to be relevant in, say, the 
Biochemistry course that they were forced to 
take, but do they know enough about the 
advances in Biochemistry since then that 
might be relevant? The basic medical 
scientists certainly know their subject, but do 
they know the realities of modern practice 
of Medicine, outside as well as inside the 
hospitals? As for the medical students, what 
degree of competence can they be expected 
to have on either aspect of the problem of 
relevance? Indeed they are the most 
competent of all in deciding how well they 
understood the course, i.e. the competence of 
their teachers in communicating to them. 
More attention is being given to th is in 
collecting opinions of students on their 
courses and their teachers by Faculties and 
Departments. As to relevance, they certainly 
are the authorities on how well they were 
'turned on ' about the subject, which I have 
tried to show is an important element indeed 
in 'relevance'. Note that student opinion as 
to these matters is competent only after 
they have had the experience of taking the 
course. The suggestion that students, before 
they have taken it , should be consulted 
as to content seems quite unjustifiable. 
Obviously if we were able to staff our 
basic science departments so as to be heavily 
dominated by those who, in addition , had 
M.D. degrees and continued to be in active 
contact with clinical medicine, we could 
leave the decision on ' relevance ' to them. It 
is interesting to see that some newly created 
medical schools (including to some extent 
that at Hamilton) have been set up without 
separate professional departments of the 
basic sciences, like Physiology. Physiology 
will be taught by such faculty members as they 
have been able to find who are recognized 
as eminent Physiologists, but who also 
undertake clinical responsibilities. Such 
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'Physician-Scientists' are rare, and McMaster 
is to be congratulated on finding them. 
This particular solution to the problem of 
'relevance ' in teaching in medical school 
was strongly advocated at a session (which 
I attended) at the International Cong ress 
of Physiological Sciences at Munich last 
August. It sounded fine, as long as a new 
school could find sufficient numbers of these 
'Physician-Scientists '. I raised a point to 
which the advocates of this idea had 
apparently not paid much attention. The 
advances in medical science today are so 
rapid that those of us in them cannot 
hope to keep up in more than a restricted 
field of interest, working full-time at this. 
'Keeping up' involves attending many meetings 
of Societies and of special groups, and 
trying to at least note the important new 
advances in the flood of new literature. 
Anyone who also is in the practice of 
Medicine, even as an occasional consultant , 
and who has in addition clinical 
responsibilities , is likely to fall behind in 
five or ten years. So the excellent 
Physician-Scientists, whom the new schools 
managed to find to teach Physiology to 
medical students in an ideal way as to 
relevancy, may not be competent to teach 
Physiology in the years to come. They 
probably need to belong to a separate 
department of Physiology to have the incentive 
to keep up. 
I suspect that the solution of the problem 
of ensuring 'relevance' lies in new types 
of organization, with changes in the status of 
basic medical sciences in the Medical 
Schools and the Universities. Perhaps if they 
were established as having separate identity 
and prestige, other than their being 
departments in Medical Schools (and their 
disciplines certainly justify such independence 
of Medical Faculties), the problem of 
relevance would be settled more satisfactorily. 
The Faculty of Medicine, on the advice of 
its Curriculum Committees, would ask an 
independent University department, say of 
Biochemistry, to provide a course in 
Biochemistry tor their medical students, and 
as the 'customer' would be able to state 
how many hours of instruction, how much 
detail in the course they wanted. The basic 
science department (as the 'salesman') would 
try to influence the 'customer' in this 
matter and show them the 'relevance' of 
some new Biochemistry of which the clinician 
knew very little. A balance between the 
opposite principles of 'caviat emptor' and 
'the customer is always right' might result. 
Some of my colleagues may object that 
under our present system, curriculum 
committees of the medical school include 
representatives of the basic medical science 
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departments who argue 'relevance ' with 
their clinician colleagues, to the same end. 
In practice, I think the difference is that 
the protagonists all belong in the same 
'family' (the Faculty of Medicine), and there is 
great embarrassment in challenging the 
opinions as to relevance of those in the 
family to whom we have delegated the 
responsibility for teaching their own medical 
science. It is the old problem of 'doing 
business with close relatives'. Negotiations 
between really independent groups, on this 
matter of " relevance ', seem to me to be 
more sensible. There would then be frank 
encounter between 'caviat emptor' and 'the 
customer is right'. I hasten to add that this 
opinion is a personal one of a retired, or 
semi-retired, Professor of Biophysics, who is 
not an M.D. My views do not represent 
any official opinions of that Department. 
It would be best for me to leave discussion 
of administrative matters to others now 
more involved, and again emphasize my plea 
for inclusion of 'adventures of the mind' 
as an element of ' relevance', even in 
professional training. I tried once to analyze 
poetically the thrill of intellectual discovery 
and understanding , of a problem, whether 
this understanding is original with me, or just 
'making it my own'. This is the fun of 
'problem solving', another new 'in-term' in 
Medicine. To me, the process of intellectual 
discovery is like the flow of a great river. 
DISCOVERY 
Little rivulets of thought 
Erode the broad surface of the problem posed, 
Idle, wandering and aimless rills 
Like garden freshets after heavy rain . 
And now the streams have quickened, 
coalesced 
To eddy round the hillock of a doubt 
Find well-worn channels, ditches study-dug, 
And flow with purpose in a common trend. 
Ideas break surface with a salmon-splash 
while from the deep, ' 
Wise intuition adds its hidden flow 
A r_hythmic ~ul:e is growing , surge 'on surge 
lns1stent log1c m bolero-time. 
At last the turgid waters will not stay-
Glide sw_iftly through the gorges of analogy, 
Go leap1ng down the rapids of hypothesis-
and break ' 
Into a quiet flood of certainty. 
yvhat a pit~ tha: the first transplant attempt 
usm~ a Newfle fa1led! Everything went well for 
the first two weeks, and then the heart 
rejected the patient! 
The Education of a Physician 
•Associate ~relessor of Medicine, University of Western 
Ontano , Dtrector of Med ical Educat ion , Victoria 
Hospttal , London , Ontario. 
I have been asked by some of my 
students and former students to write an 
article outlining the ideas that 1 have 
devel?ped o~ medical education. Although 
I at f1rst hes1tated to do this, yet a simple 
persusal of the great profusion of articles on 
this subject, by a wide variety of persons, 
both qualified and unqualified , encouraged 
me to feel that the addition of my thoughts to 
this great disorganized cacophony of 
divergent opinions could not possibly increase 
~he confusion existing at present and might 
mdeed effect some clarification. Moreover, 
I feel that my success in raising the intern 
training program at Victoria Hospital from 
one of the last in Canada to one of the first 
plus my experience in teaching many medical ' 
students over the past six years as well 
as my visits to many medical centers in the 
United States, Great Britain, Ireland and 
Scandinavia, qualify me to express my 
opinions in this matter. 
I hope that these views will be of some 
help to medical students in selecting the 
centers for their postgraduate medical 
training and possibly, to those of them who 
shortly will be in charge of medical training 
across this nation , in directing the 
development of medical complexes and the 
education of future generations of physicians. 
Many studies and reports have been ' 
published recently which appear to be 
founded mainly on speculation and theory. 
The following opinions however, whether 
right or wrong, are based on actual 
observations of methods and results at this 
and other medical schools both in Canada 
and abroad. I would stress that these views 
are mine and not necessarily those of the 
University of Western Ontario, especially 
since some of them are at variance 
with current ideas. 
I believe that four things must be 
considered in the evaluation of a medical 
center and in the direction of its development. 
These are as follows: 
I. What is taught. 
II. How it is taught. 
Ill. Organization of teaching faculty. 
IV. Organization of health services and 
medical education. 
James L. Loudon, M .D ., F.R.C. P. (C)* 
To this I shall add a brief word concerning 
choice of career in Medicine in the light 
of the current situation. 
I. What Is Taught. 
The course of instruction should be 
practical , logical and clinically oriented. 
(a) Practical. For the undergraduate course 
there should be an organized core of 
knowledge stressing the important conditions 
which the doctor is most likely to meet 
and which constitute the most serious threat 
to the life and health of the patient. Systems 
teaching , with basic science and clinical 
application closely interwoven, is a great 
advantage. Any cl inical skill should be 
taught as it is done in practice, not as it 
is supposed to be done {leaving the student 
himself to develop a practical approach). 
For example, an exhaustive neurological 
examination such as that done by a 
neurologist should not be taught to the 
student as the routine practice. Rather he 
should be taught a much shorter form 
of examination with instruction as to how this 
can be expanded if indicated by the history 
and findings. Failure to provide a shortened 
practical approach such as this will often 
lead to the omission of that part of the 
examination altogether. 
(b) Logical. The instructors should teach 
the student to think-to be able to draw 
logical conclusions from available facts and 
to be able to deal with new and unfamiliar 
situations in an orderly way. 
(c) Clinically oriented. There should be an 
early exposure of the student to clinical 
medicine so that he may understand the 
application of basic sciences such as 
anatomy, physiology and biochemistry. The 
teaching of the basic sciences should be 
primarily by clinicians who are interested in 
basic science, rather than by those whose 
primary interest is in basic science itself, so 
that the student may learn thoroughly 
those portions of basic science which are of 
importance to clinical medicine. The basic 
science departments would then be freed 
from the duty of lecturing to medical 
students {which few of their members enjoy) 
so that they may spend more time in basic 
research and in the instruction of students 
interested primarily in basic science. 
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For postgraduate students the three 
principles apply although the subject matter 
is dealt with in greater depth. 
II. How It Is Taught. 
The method of instruction is as important 
as the subject matter itself. I believe that 
the main principles are individual guidance 
and hospital orientation. 
(a) Individual guidance and attention. By 
this I mean a situation in which one teacher 
or a small group of teachers takes personal 
interest in a small number of students 
throughout the entire period of training , with 
an opportunity to follow closely the progress 
of the students. 
This principle is of paramount importance. 
It is fundamental to the learning of all 
complex sciences such as medicine and may 
be traced back to before the time of 
Hippocrates. It is the reason for the 
superiority of North American Medical Schools 
over those in some other parts of the 
world . In some of these latter schools, the 
numbers of teachers are insufficient to give 
such individual guidance, so that the students 
are thrown back solely on lectures and 
textbooks, which by themselves can give a 
very inaccurate impression of medical 
practice. It is also exemplified by what I 
believe to be the superiority of the flexible 
internship system offered in London over the 
rigid rotating internships offered in most 
Canadian centers. 
It is generally known, although not fully 
appreciated , that all persons are different, 
with different strengths, weaknesses and 
interests. Even among those in the same field 
(such as Family Practice) this variation 
exists. It thus seems apparent that a flexible 
internship, chosen and arranged by the 
individual himself, (with guidance), is more 
suitable to fit him for his future training or 
career than a rigid rotation which attempts 
to grind out doctors like sausages. If, at 
the conclusion of his undergraduate 
training , the individual is not capable in this 
manner of taking on his continuing self-
education himself, with guidance, then the 
undergraduate training has somehow been 
lacking. It is further apparent that an intern 
will put more into, and get more out of, 
rotations that he has chosen himself. 
Unfortunately, the importance of this vital 
principle of individual guidance is often 
overlooked. There are several reasons for 
this , which are as follows : 
1. Preoccupation with massive experience. 
Some young graduates will select a center 
for training because of the large volume 
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of cases treated there. It is true that such 
experience is very valuable, but only in 
the environment of close association with 
seasoned instructors. 
2. Preoccupation with varied experience. 
Some educators are obsessed with the idea 
of " exposure" of residents and students 
to a wide variety of instructors, presumably 
for the purpose of imbibing the knowledge 
of as many teachers as possible, while 
avoiding being "warped " by the views of a 
few. To this end , the residents or students 
are rotated at frequent intervals between 
unrelated services, often in different hospitals 
which have little liaison with each other. 
To make matters worse, they may be under 
the jurisdiction of a large group of 
instructors on each of these services. The 
result of this is that no one can take any real 
interest in the progress or competence of 
the resident or student before he has 
rotated elsewhere and is replaced by a new 
and unfamiliar trainee. 
3. Preoccupation with books. The idea that 
medical education may be derived primarily 
from books, without individual guidance 
and instruction, is of course completely 
wrong. Medical knowledge of this type is 
bound to be imperfect, one-sided and 
impractical. 
4. Preoccupation with lectures. Under-
graduate training in this country is 
university-centered. Especially in the larger 
universities one receives preclinical 
instruction as one member of a large class, 
sitting in lectures and reading books. This 
may give a lasting impression that all of 
medical training can be derived in this way. 
Not only is this mistaken, but the fact is 
that even this early stage of medical training 
would be greatly improved by close personal 
supervision. 
(b) Hospital Orientation. It is the particular 
duty of a physician to discern and manage 
physical disease, although he must inevitably 
concern himself to some extent with social 
and psychic ills which are more particularly 
the realm of the psychiatrist, clergyman and 
social worker. To this end, medical training 
should be centred in the hospital, to which 
the most serious physical illnesses are 
referred. This is not to say that there is no 
place for training in community clinics 
and doctors' offices, but rather that these 
facilities sh.o~ld be an adjunct to the core of 
hosp1tal trammg (both inpatient and outpatient) 
where conditions that most endanger life 
and health are seen. Similarly, universities 
should function in and through hospitals 
a~d the bulk of medical training shou ld be 
g1ven on the ward or clinic , not on the 
campus. 
Ill. Organization of Teaching Faculty. 
Present day academic medicine has four 
main facets : patient care, teaching, research 
and administration. A very few extremely 
gifted individuals are competent in all four 
areas. Unfortunately, the rarity of such a 
combination of abilities is not generally 
understood and all persons who are capable 
in one field are presumed ipso facto to be 
competent in all of the others. The result is 
that a good clinician may be put in charge of 
a teaching program, in which capacity he 
may or may not be competent, or an 
outstanding research worker may become 
promoted to the administrative position of 
departmental head, for which he may or may 
not have any aptitude or interest. Such 
promotions, which really involve a great 
change in the individual 's occupation , are 
~na_logous to a situation in which a country, 
m t1me of national crisis, places its greatest 
poet in the position of supreme military 
commander. A more logical approach would 
be promotion on the basis of ability already 
demonstrated in those areas which the 
position to be filled requires. 
IV. Organization of Health Services and 
Medical Education. 
While this topic may seem outside the 
scope of this article, yet it is closely 
interwoven with the more detailed matters of 
medical training and some who read 
this will likely become involved in the 
development of health services and medical 
schools, both here and abroad. 
My philosophy in this area has been 
influenced by the excellent scheme which 
I have seen operating in Denmark, which , 
with some modifications, could be adapted to 
the free enterprise system of Canadian 
medicine. In Denmark, a central county 
hospital receives all seriously ill patients 
from outlying hospitals. If they require the 
special diagnostic and treatment facilities of 
a university hospital , they are referred there. 
The two university hospitals are located in 
the two major cities where facilities and 
staff are maintained comparable to the best 
anywhere in the world. These two university 
hospitals are not used as community 
hospitals. The bulk of patients in them are 
referred from other hospitals and all of 
these patients are in need of the special staff 
and facilities available. Less serious and 
complex cases from the same city are 
treated in the city hospitals, where facilities 
are less elaborate, but still adequate for 
the care of such patients. Undergraduate and 
postgraduate education comprise a judicious 
balance of experience in county, city and 
university hospitals, arranged to fit the 
individual for his medical career. Periods 
spent in each hospital are of sufficient 
length to allow a close relationship between 
the teacher and the student for that portion 
of his training . 
V. Choice of Career 
A flood of stud ies and projected figures 
in recent years has strongly coloured the 
thinking of both governments and doctors 
with respect to the types of physicians 
required and which branch of medicine a 
young graduate should enter. 
It was quite apparent, however, at the 
International Congress on Group Practice held 
in Winnipeg in 1970, that there were wide 
differences of opinion on this matter and that 
the Manitoba physicians, with their 
multispecialty clinics , did not at all support 
the ideas from Ontario that the great 
majority of doctors should be family 
physicians. I am not suggesting that one or 
other group was right or wrong , but simply 
that there is more than one way of 
delivering hea:th care to the population , and 
considerable difference of opinion as to the 
best method. 
The city of Kingston, Ontario, with less 
than one-quarter the population of London, 
has an equal number of gastroenterologists 
who treat a larger number of gastrointestinal 
patients than are seen in the G.l. Clinics 
in London. Obviously, many of the 
gastrointestinal cases in London are handled 
in some other way. Like the contrast between 
Ontario and Manitoba, this is a good 
example of populations being handled 
in two different ways, each apparently 
producing satisfactory results. The more 
highly trained specialist often can handle 
patients more rapidly, thus recouping the 
extra time spent in his training . 
Even on first principles, it is apparent that 
medicine is changing so rapidly that any 
sort of projection is almost sure to be 
incorrect. Therefore, my advice to students 
and young graduates is as follows : Enter 
that branch of medicine that interests you 
most, and in which you feel you can be 
of most help to humanity. 
SUMMARY: 
Medical instruction should seek to train 
the student to deal with practical clinical 
problems in a logical fashion. Individual 
guidance is of the greatest importance, given 
by good clinicians of proven teaching ability. 
Patient care, administration, and research 
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also play a vital part in a major medical 
centre, and it is important that they be 
directed by physicians selected for their 
capabilities in these fields. A similar type of 
order is seen in the Danish scheme of 
hospital organization, which facilitates both 
health care and medical education. 
* * 
Pathological Photoquiz 
In the midst of the present bewildering 
maze of upheaval and uncertainty, the 
student or young graduate is still best guided 
by the old principle of entering that field 
of medicine in which he feels he can 
make his greatest contribution. 
* 
This pathological photomicrograph is of a specimen obtained from a 31-year-old 
female. History: This woman presented with a painful , swollen right knee joint which she 
was unable to fully extend. There was no history of strain or injury. The swelling 
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had started one year prior to admission and had occurred intermittently during that period 
of time. 
Answer on page 24. 
Provided by Dr. E. M. Davies, St. Joseph's Hospital 
Marihuana a Step Forward 
Marihuana has been known since 2700 B.C. 
by the Chinese as an intoxicant and a 
euphoric , under the Emperor Shen Nung. In 
the twenties it was used by jazz artists 
and their followers to stimu late their creative 
faculties. In the past few years , it has been 
used by a large proportion of our society. 
According to some reports: 20% of the 
users are over 40 years. 
25% 30-40 years 
40% 20-30 years 
15% under 20 years. ' 
It has spread through all features of our 
society and most classes, involving arts 
students as well as law and medical 
students.' ,2 
In any study, it should be well differentiated 
between the casual users and the heavy 
smokers. The effects on the smoker are 
dose-related. It depends on the origin of the 
smoke. Marihuana contains usually 5-8% of 
the resin, while Hashish contains 40% . The 
main active ingredients are the isomers of 
tetrahydrocannabinol or T.H.C. 
The main effects of Marihuana reach a 
maximum within 15min., diminish between 
30-60min., and are dissipated 3hr. later. Both 
Schwarz and Tennant': give a concise report 
of the effects of Marihuana on the casual 
and the heavy smokers. No chromosomal 
abnorma!ities were found on studies on rats 
with high doses of 'Tween 80 ' and T.H.C.',O 
This problem is a fact which is a challenge 
to our society, especially since the effects 
of Marihuana are less harmful than those of 
alcohol ' and the penalties are quite harsh. 
Should it be legalized? This is a dilemma 
that I would leave to our legislative body, 
but I' ll permit myself to propose a few 
suggestions. All the facts should be known 
and advertised , and the prob!em tackled 
with all honesty. 
To modify the environment and eliminate 
the causes of all the strain: 1) the law 
concerning Cannabis has to be modified , if 
not cancelled , since the penalties which are 
harsh and unrealistic have not been a 
deterrent to the use of the drug, 
2) a better control should be put on the 
sources and distribution of the drug , 
3) a factual education of the society should 
be started: 
a. before and beyond grade 9 in schools, 
b. on a personal, as well as a communal 
level, 
Jean I. Anawati '73 
c. social and legal information should 
be available, 
d. the news media should be encouraged 
to tell ALL aspects of the problem 
and the accurate reports on the 
research done, 
4) education of the people involved with 
youth , especially the teachers , the social 
workers and psychologists, the youth 
counsellors , the law enfo rcement personnel 
and the medical profession, 
5) a community action which will give the 
community a controlled access to the drug 
and its distribution , as well as the knowledge 
of the socio-cultu ral issues, 
6) getting down to the root of the marihuana 
prob:em which seems to be a battleground 
for a fight between generations. 
To modify the individual attitude, we should 
consider two types of individuals , (1) the ones 
who are against it, and this is modified , by 
helping them to get a better knowledge of 
the problem and by meeting people of 
other opinions. 
(2) the ones using marihuana, 
a) the fact of modifying the law should 
decrease the paranoid attitude surrounding 
its use, 
b) the advertisement of 'drug centers ' and 
the setting up of emergency clinics, manned 
by trained personnel. 
c) the opening of drop-in centers where 
the individual would be able to find 
friendship and understanding. 
d) the training of medical personnel who 
would be able to handle the problems 
involved , as well as the acute psychoses 
and acute intoxications, 
e) better understanding of the youth , 
especially the 'subcultures ', 
f) protecting the individual against other 
drugs and non-pure drugs by laboratory 
checks, or information centers where people 
would be able to analyse their drugs, 
g) for many years , centers should be 
opened for rehabilitation and treatment, 
where a person who has been 'stoned' 
almost continually for the past few years , 
would have the chance to readjust to our 
society and the 'straight ' people. 
To prevent the disabilities, a thorough 
assessment should be made of : 
9 
a. the physiological effects from 
occasional and chronic users, 
b. the tendency to produce psychological 
and physiological dependence, 
c. the effect on release of anti-social 
behavior, 
d. the effect on motor activity, 
especially driving, 
e. the tendency to produce lasting 
changes in personality, 
f. research into the cost , the ability to 
control and measure the potency and 
the purity, the mode of intake and 
the capacity of self-titration, 
g. the individual effects which benefit 
the users and motivate him. 
In parallel to this, we should ask ourselves, 
and assess if marihuana is a threat or a 
benefit to our society. 
This should be done through more 
objective studies, both prospective and 
retrospective. The setting up of counselling 
services in universities and high school , the 
setting up of 'speakeasy' centers where people 
can walk in and rap for a while with people, 
instead of being left out in the cold, or 
smoke up without any fear of being caught. 
Those different set-ups would enable us, to 
detect the different medical , psychological 
and psychiatric problems which will usually 
lead to marihuana smoking . Then these 
problems could be treated. But, also give 
the adolescents an alternative to drugs, and 
make them turn towards someone and maybe 
open up and relate to adults. 
And if the disease is our society, and if 
most of these youngsters were trying to tell 
us something , shouldn 't we try to change the 
environment we live in? Why shouldn't we 
try to look into the problems of our modern 
society, to make it a better world to live in? 
Aren 't they turning to drugs because it is 
* 
A canny Scot was engaged in an argument 
with the conductor as to whether the fare was 
to be five or ten cents. Finally the disgusted 
conductor picked up the Scot's bag and 
tossed it off the train just as they were 
crossing a long bridge. It landed with a 
mighty splash. 
"Hoot, Mon," screamed Sandy. "First you 
try to rob me-and now you've drowned my 
little boy!" 
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a 'nice world ' to be in and dream about? 
Why can't we make the Real World the dream 
they are hoping for? And instead of 
generation gaps, we would have a general 
consensus and an increase in trust between 
generations and better communication. 
On the other hand, the medical treatment 
should be known and the antidotes 
investigated. In case of panic, chlordiazep-
oxide 100mg. can be used orally. The patient 
should be kept in Emergency until he is 
free of symptoms. Later, he should have a 
psychiatric assessment and if he needs 
therapy, it should be available. 
To conclude, I would like to quote 
Professor Kenneth Keniston: " In the long 
run , those of us who are critical of student 
drug abuse must demonstrate that there are 
better and more lasting ways to experience 
the fullness , the depth , the variety and the 
richness of life than that of ingesting 
psychoactive drugs .. . and we can perhaps, 
in our own lives, and by our own examples, 
suggest that moral courage, a critical 
awareness of the defects of our society, a 
capacity for intense ex.perience and the 
ability to relate genuinely to people are not 
the exclusive possession of drug users. " 8 
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Excerpts from letters received by public 
welfare departments: 
"I am writing to the welfare department to 
say that my baby was born two years old. 
When do I get my money?" 
"This is my eighth child . What are you 
going to do about it?" 
"Please find for certain if my husband is 
dead. The man I am living with can 't eat or do 
anything 'till he finds out. " 
Emotional Content In Genetic Counselling 
There are two important aspects of genetic 
counselling-the estimation of risk of 
recurrence of a particular trait in a family 
and the interpretation of this risk for that 
particular family. Just as it would be 
undesirable to distribute grossly inaccurate 
probability figures , it is equally unwise to 
ignore the emotional impact of these figures . 
The simple dispensing of genetic risk" 
information limits treatment to only a single 
part of a multifaceted problem and may lead 
to dissatisfaction and frustration in the 
patient. Some knowledge of the patient 's 
possible reactions, accompanied by an interest 
in the patient's overall welfare, can lead to 
a better outcome in the counselling process. 
This paper is primarily concerned with the 
emotional content of genetic disorders. 
THE PATIENT 
Genetic counselling is required , for the 
most part, by only a small proportion of the 
population. Therefore, greater demands are 
placed on the physician for success in the 
field. The patient may himself suffer from a 
disorder of genetic determination , he may be 
a relative of an affected , he may be a friend 
of an affected or he may be married to an 
affected . The degree of closeness (ego-
involvement) ' of an individual to the genetic 
flaw must be considered in working up the 
case. A person intimately connected to the 
genetic disorder (i.e., a high degree of 
ego-involvement) is much more likely to suffer 
the emotional repercussions than someone 
who is remotely related or interested only for 
academic reasons. The feeling content of 
a disease is much lower if it is someone 
else 's disease or if the trait is trivial {hair 
colour, eye colour). 
A patient may present himself or be 
referred for counselling before marrying on 
the basis of disease in his or his fiance 's 
family history. These people, who want to 
know the probability of having affected 
children, form the minority of cases seen. 
Some cases present as the result of repeated 
spontaneous abortions but the majority are 
people with one or more affected children 
wishing to determine the risk of having more 
children with the same disorder. 
It is useful to remember in counselling, 
especially when explaining the nature of the 
inheritance pattern, that the usual patient 
is of the lower middle class and has a high 
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school education.' Although it is best to 
ascertain the ability of the particu lar patient 
to comprehend explanations given , he should 
not be expected to understand abstract 
mathematical calculations and complicated 
biological processes. Explanations must be 
tailored to fit the patient's understanding. 
Some confusion exists in some papers as 
to who is the patient in various contexts. Here 
the patient(s) referred to will be person(s) 
counselled. These are usually the parents 
(or one parent) of an affected child. The 
affected child is not considered the patient. 
This distinction is used for convenience and 
is not to imply denial of the affected person 's 
presence and problems. 
OUTLINE OF PROCEDURE 
The precise procedure used by a genetic 
counsellor will depend, in part, on his training 
and preference, as well as the associated 
facilities and specialists available in the 
community. The following outline is intended 
to give some idea of a general approach to 
counselling. 
The counsellor is usually a geneticist with 
some medical training or, more desirably, 
a physician with an expert knowledge of 
genetics. The patients are usually referred by 
a general practitioner to a specia list on the 
particular disease involved who then refers 
the patient to the genetic counsellor. The 
WHO recommends this three tiered system.' 
Some referrals are direct from the general 
practitioner or the patient may come without 
a referral. More will be said later on the roles 
of various members of the health team. 
The objectives of the investigation 
following referral are fourfold . The nature of 
the disorder must be explained. The risk of 
recurrence is given. Attempts must be made 
to handle the impact of this information and 
to dispel guilt. Appropriate advice for the 
future should be given if requested. 
An exact diagnosis of the affected person 's 
condition should be made. Sometimes a 
clinical diagnosis even when backed by 
appropriate laboratory tests may not be able 
to pinpoint the precise disease. Similar 
symptoms can arise from different genes 
(genocopy); for example homocystinuria 
(autosomal recessive) resembles Marfan's 
Continued on page 14 
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syndrome (autosomal dominant) yet their 
different patterns of inheritance will result 
in different counselling . Furthermore, some 
syndromes are not completely outlined in the 
literature and informed estimates of the 
inheritance pattern cannot be given. 
Further confusion can arise if an 
environmental factor mimics a mutant gene 
(phenocopy). Intrauterine factors , hypoxia at 
birth or physical or nutritional insults soon 
after birth can produce synd romes resembling 
certain inherited traits , especially in dealing 
with mental retardation syndromes. 
It is important to sort out all the factors 
and g ive the most accurate d iagnosis possible 
as the whole course of counselling usually 
depends on this startling premise. Further, 
patients are confused by contradictory 
opinions and may cling to an incorrect 
diagnosis and interpretation even after a 
more accurate explanation is given.• 
Having a diagnosis, the counsellor then 
obtains an up-to-date knowledge of the 
literature concerning the trait. This is 
essential to the determination of the pattern 
of inheritance and from that the prognosis 
and recurrence rate. 
Next a family history or pedigree is worked 
up. This is sometimes difficult because of the 
inability to track down the family, the 
family 's failure to co-operate, doubtful 
paternity and the phenomenon of non-
penetrance of the trait. Certain biochemical 
tests have been developed to locate 
heterozygotes with some reliability which may 
elucidate the pattern in the pedigree. 
Now with a diagnosis, a knowledge of the 
literature on it and a fairly accurate pedigree, 
the risk of recurrence can be calculated. 
E. A. Murphy's article5 offers a good 
discussion of calculating probabilities. 
Some genetic counsellors give the 
diagnosis, state the mode of inheritance and 
probability of recurrence and assume that 
the patient will interpret the risk for himself. 
Frequently the patient will be distressed 
and bewildered facing this new crisis . He 
may not be prepared to handle the information 
given him. Therefore, the counsellor should 
help to interpret the data in the light of the 
needs of the patient. The counsellor should 
neither dictate a course of action to the 
patient nor attempt to impose his ideas 
concerning the impact of deleterious genes 
in the population ; he should attempt to frame 
his advice in the best interest of the patient. 
IMPACT OF GENETIC DISORDER 
Facts alone are not enough in the 
counselling procedure. Incomplete or poorly 
understood explanations produce increased 
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anxiety which can be as debilitating as any 
organic disease. Since it is the physician 's 
aim to eliminate, not create, ill health he 
must realize the patient 's feelings and 
attitudes towards the disease and tailor 
advice to meet the needs in terms of present 
si tuations in the family. Tact and under-
standing are required by the physician in 
his treatment of the case. He should be a 
good listener, be interested in the problem, 
provide an empathetic environment and have 
a sufficient knowledge of genetics and 
community resources (including the need for 
psychiatric consultation if necessary) to deal 
effectively with the patient. 
Although the complete counselling may 
take several visits, it is important to establish 
rapport in the first session. The first interview 
should involve both the mother and the 
father of the affected individual and should 
allow both parents to talk and to ask 
questions. Then the counsellor can introduce 
questions which the patients may not yet 
have fully formulated ." It is best to allow 
ample time for each interview. The interview 
should be nondirective at first with the 
consideration of more specific questions later. 
It shou ld be stressed that the doctor and 
both parents must take an active part in the 
treatment process. Counselling depends on 
the effective interaction of the personalities 
of both the patient and the doctor. Although 
the importance of far-reaching whole family 
repercussions of genetic illness may be 
exaggerated / it may be useful to include 
children and close relatives in an interview at 
some time du ring the counselling in order 
to answer their questions and appreciate the 
type of interpersonal relationships within the 
family. 
The initial reaction to the diagnosis of a 
?efecti~e child _ is shock. This is followed by 
mcreasmg anx1ety which seems to have no 
relation to the severity of the defects This 
sequence is of importance in the case of a 
woman who has a spontaneous abortion in 
a . large hospital. Often the abortion is dealt 
w1th and the patient is discharged before 
she can formulate her questions about it. 
Indeed, no one may think she has any 
questions to ask." 
<:>nee t~e initial shock period is over the 
pat1ent w111 often develop notions of guilt. One 
partner may blame the other. Tactless stress 
on the mother during the counselling can 
accentuate the guilt and allow further blam 
to be ascri~ed to the woman. The blame ~ay 
also be proJected onto the patients ' families. 
These disturbances are often further 
~ccentuate_d if consanguinity is demonstrated 
In the pedig ree. One method of attempti 
to _work out thes~ misdirected feelings 0~g 
gu1lt and blame 1s by allowing both parents 
to recall the pedigree data, pregnancy history 
and generally discuss problems. This oral 
catharsis removes many rationalizations , 
projections and hostilities. The counsellor 
can further point out the " yardstick" concept 
(i.e., 2-3% of newborns have a genetic 
abnormality) and attempt to explain this as 
a chance or accidental occurrence. Concepts 
of sins of omission or commission should be 
discouraged. Patients often present with 
well-formed but incorrect impressions 
concerning the transmission of the genetic 
disorder. They are often confused by " old 
wives' tales" and misconceptions from 
friends or relatives. Some feel they are 
contagious and will infect others. Relatives 
may refuse to accept clothes from the 
affected child for their children. Some have 
concepts of " bad blood " in the family as a 
result of some misdeed of a relative. All such 
notions should be aired and discussed. 
Having dispelled concepts based on 
ignorance it is necessary to replace these 
with a knowledge of the method of 
transmission of the disorder in question and 
an explanation of the risk of recurrence. It is 
important to give probability clearly and in 
simple form. It is sometimes best to give 
both the chance of affected and unaffected 
children. The mother of the affected child 
should be taught how to diagram the 
transmission so she can demonstrate it to 
her family. It is important that the patient 
have a written account of the risk and its 
meaning and perhaps a booklet concerning 
the disorder. The chance nature of the 
probability should be stressed and perhaps 
illustrated with coin-flipping . It should be 
shown that one in four does not mean the 
next three children are guaranteed to be 
normal. The " yardstick" concept may be used 
to give a perspective to risk figures. The 
patient should have time to consider the risk 
figures and ask any further questions about it 
at a later session. Some patients may grasp 
the concept of the probability intellectually 
but fail to understand it in the context of 
their own situation. 
The implications of the risk figure should 
be established and the physician should try 
to find out what the patients plan to do as a 
result. The physician may then help in 
carrying out their decisions. He can clarify 
the physiological problems and discuss 
the philosophic, cultural and religious 
considerations of contraception, abortion, 
adoption , sterilization and artificial 
insemination, if appropriate. If the patient 
chooses to become pregnant again the 
physician may suggest, again if appropriate, 
the use of amniocentesis to screen the fetus 
for metabolic or chromosomal disorders. This 
can provide either the chance for an induced 
abortion if a disorder is detected or relative 
peace of mind if found to be negative. 
The decision to attempt another pregnancy 
seems to depend on the amount of distress 
caused by an affected individual. If the 
disease is of long duration and severe affect, 
the reproduction rate is low. However, if the 
illness is mild but of long duration (colour 
blindness) or severe but short (anencephaly} , 
there is a more or less normal reproduction 
rate.9 
The counsellor should also watch for any 
problems manifest between the parents and 
the affected child and be prepared to handle 
them. The parents may either reject the 
child or be over-protective towards him ; they 
may not realize the possibilities and 
desirability of giving the child an adequate 
education. Sometimes the parents may 
become very anxious whenever the affected 
child gets sick for any reason and may tend 
to neglect his medical care for fear that 
hospitalization may be detrimental. The child 
will perhaps sense this and use his illness 
to create anxiety and get what he wants. 
The results of stress on the family may be 
varied depending in part on the strength of 
family ties before birth of the affected 
individual. The stresses operate on three 
levels-between the parents, on the normal 
siblings and between the affected family and 
their relatives. 
The parents may argue over reproduction , 
suffer impotency, frigidity and pregnophobia, 
suggest divorce or merely withdraw from 
each other. One may think the other is 
involved in an extramarital relationship. 
The normal siblings may feel they are 
being ignored by parents interested only in 
the affected child. Household routine may 
become upset and meal times irregular. If 
there are two or three affected children and 
one normal , he may feel rejected by the 
others because he is different (normal) . The 
normal children may be harassed by their 
classmates and their school performance may 
decline; they may develop psychosomatic 
disorders, partly in an effort to compete with 
the affected for attention. The parents may 
overact to these or any illnesses in the normal 
children , comparing them to the early 
symptoms in the affected . The oldest girl in 
the family may be particularly distressed 
if she feels this may hamper her chances for 
marriage and having a family. Special steps 
should be taken to decide if she is a carrier 
and to explain to her the risks and 
repercussions. 
It is important to consider the relatives ' 
reaction to genetic disease in the family 
especially if this is a new mutation or one 
that has been nonpenetrant for several 
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generations. Some may deg rade the fami !y 
creating hostilities, others may feel a . 
particular obligation to help out, ?ecommg 
rather clannish. It may be useful m 
counselling to know if any support can be 
raised within the family. Those re1at ives who 
feel they may be at risk should be referred by 
their family physician or by the parents 
involved and the concept of 'carriers ' 
explained to them if they prove to be carriers . 
A difficult point is raised here; should the 
counsellor search out relatives who, from the 
pedigree are likely to be affected , be 
carriers or have affected children? 
In any case the physician should remain 
alert to the possible responses and keep a 
watch out for any abnormal frictions 
developing. Therapy might consist of pointing 
out the situation if it is not fully appreciated 
by those involved and then talking ~bo~t it 
and suggesting solutions. The key lies 1n 
early recognition of the dynamics involved 
in interpersonal relationships. 
Society in general tends to condemn 
" personal " disorders (e.g., venereal disease, 
some genetic abnormality) whereas it may 
rally behind " public" disease (e.g., polio-
myelitis, tuberculosis). It is important to 
understand the community response. The 
parameters of this response include the 
religious, ethnic, cultural and socioeconomic 
status of the family as well as the nature 
of the disorder. Corrective surgery for gross 
visible malformations may lessen the stigma 
of the disease. There appears to be a direct 
relationship between decline in reproductive 
activity amongst relatives of a coup"e with an 
affected child and the subjective degree 
of stigma.10 If the physician knows the 
cultural environment of the patient he can 
help the patient to understand the 
community 's response. Public education 
programs (TV, radio , lectures) may be of 
some help in molding public opinion; 
however, those who listen are often only 
those who already know the nature of genetic 
disorders fairly well. 3 
FURTHER NOTES ON TREATMENT 
The foregoing comments are designed to 
point out some of the possible reactions to 
expect. The following are suggested means 
of hand ling reactions to the stresses 
mentioned. 
Certain counselling problems are simple 
and require only an outline of the etiological 
factors . Others may involve emotional 
reactions which are so profound as to 
require the aid of a psychiatrist. The 
counsellor must be able to recognize where 
on this emotional continuum the patient is. 
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He must attempt to integrate all aspects of 
the case into one unit and work on an 
overall treatment. 
The first step is to recognize the quality 
and severity of responses to stress and how 
the patient has adjusted to them. The 
counsellor should try to remove these 
stresses. If this is not possible the past stress 
should be interpreted to the patient and 
modified if possible. The physician may 
need to appraise the expectations of th~ 
patient with respect to the affected child. 
Finally, he should attempt to prevent further 
stress and restore the patient's self 
confidence. It is important to remember that 
the psychological disturbances can create 
more problems than the original appearance 
of the affected child . 
Follow-up care is important for three 
reasons. Firstly, a re-interview serves to check 
if information was re!iab !e and adequate and 
if it was understood and interpreted 
correctly. Secondly, it offers a time to 
evaluate any new factors and the action 
taken on past advice. Thirdly, it gives an 
opportunity to maintain contact, complete 
data on the family and allow the counsellor 
to analyze how patients deal with this 
information in an effort to improve his own 
counselling techniques. 
ROLE OF HEALTH TEAM 
The follow-up of the patient is an important 
aspect of counselling and as such the 
responsibi ~ ity for it must be clearly defined. 
Paediatricians and internists may establish 
the diagnosis, the geneticist may outline the 
pedigree and laboratory technicians can carry 
out some of the tests necessary in 
preliminary evaluation. A social worker or a 
public health nurse can collect information 
about the family and do the follow-up or the 
counsellor can do it himself. The family 
practitioner who referred the patient, should 
continue to support the patient and re-explain 
information. Although the family practitioner 
may be in the best position to evaluate 
psychological factors and communicate with 
the patient , he may not have the time or the 
qualifications to convey the message. Even 
if the geneticist handles the complete case 
himself, it is best to have roles c learly 
defined and to tell the referring physician 
what information he has given the family. 
It is best if the consulting geneticist is also 
a physician. " 
CONCLUSION 
Although all the factors outlined above will 
probably not operate in any given case, 
it is important to maintain a broad scope 
and be aware of the wide variety of possible 
reactions arising from the diagnosis of a 
genetic disorder. It is desirable to prevent 
suffering rather than have to deal with it once 
it is present. The proper interpretation and 
use of genetic advice is preferred to the 
sterile distribution of facts. It is hoped that 
scientific principles can be dispensed 
with a certain amount of psychological 
understanding. 
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Alumni - Old And New 
The class of '52 are now the leaders of 
our profession: heads of hospital departments, 
directors of medical associations, community 
leaders and our professors. It is appropriate 
then to look back twenty years to examine 
the environment and people of the medical 
school in 1951-1952. 
The class make-up was much different 
then than today. There were sixty-two people 
in the graduating class that year compared 
with eighty-one in 1972. This is rather 
surprising , as one would expect a 
much greater increase in class size 
considering the great expansion of facilities 
since then. 
Only four women graduated in 1952, 
compared with seventeen in Meds '72. The 
percentage has more than doubled, but one 
must remember that the percentage of women 
at the university as a whole has also greatly 
increased. It seems the girls were less well 
integrated with the class. They had their 
own club , the Medettes, and often were not 
invited to parties. 
The Medical School was a much less 
cosmopolitan place. The class of '52 had 
only six members from outside Canada and 
two of those were from the United Kingdom. 
Martin Luther King was unknown. 
There was a separate Jewish frat on campus 
Bob English '73 
and post-war immigration was too recent 
to bring a lot of foreign-sounding names into 
the Medical School. For the most part, they 
were from communities throughout Western 
Ontario (with a few 'big-city Toronto people) ; 
sons and daughters of farmers, doctors, 
clergymen and merchants. 
They were a much older class than we see 
today. Many had served in the Armed 
Forces for three or four years before returning 
to school. Some had even had to complete 
high school after the war. Thirty-six members 
had military experience. An important event 
was the D.V.A. day parade held near the 
main stairway on the second floor of the 
Arts Building (University College). 
Many think that married students are a 
new phenomenon, but fifty percent of 
Meds '52 were married before graduation. 
However, married and unmarried were 
opposite poles, and no one dreamed of the 
less formal relationships popular today. By 
graduation, Meds '52 had fathered 
twenty-three children (some more than others, 
of course) . 
The senior faculty members in 1952 were : 
Dr. M. L. Barr, Dr. D. L. Bartelink, Dr. F. S. 
Brien, Dr. T. H. Coffey, Dr. J. B. Collip (dean), 
Dr. J. H. Fisher, Dr. G. E. Hobbs, Dr. D. W. B. 
Johnston (honorary class pres.) , Dr. H. S. 
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Little, Dr. R. G. E. Murray, Dr. D. C. 
McFarlane, Dr. A. D. McLachlin , Dr. R. J. 
Rossiter, Dr. H. A. Skinner, Dr. G. N. 
Stavraky, Dr. G. H. Stevenson, Dr. W. P. Tew, 
Dr. E. M. Watson, Dr. R. A. Waid. 
The faculty hasn't really changed , but 
expanded . Even the names stay the same as 
sons and daughters replace fathers . 
Meds students were much more a part of 
University life even though physically 
separated. A former dean of Medicine, 
Dr. Hall , was president of the University, a 
Meds student, Mel Platt, was president of the 
U.S.C., and Meds students belonged to 
most university clubs and organizations. 
The Medical School was referred to as the 
" south campus". " What's Up Doc? ", a 
column of the Meds School news was a 
regular feature in the Gazette. Like today, 
Meds school guys and girls were always 
in close contention for all intramural sports 
trophies, and several Meds students 
participated in inter-collegiate sports. 
Many people, while working on their M.D., 
were taking classes at the " north campus " 
to finish off a B.A. 
Meds, dressed uniformly in white lab 
coats , went as a block to all Mustang football 
games and the Meds Comb Band 
occasionally performed at half-time. A battle 
was raging at the University over the custom 
of reserving the entire fifty yard-line section 
of the student bleachers for medical students 
only. The Gazette tells of an incident when 
stink bombs were thrown into the Meds 
section by protesting Chemistry students. 
It was a grave disappointment that year 
when the Mustangs lost the Yates Trophy for 
intercollegiate football for the first time 
in fourteen years. 
It was a time of rivalry and pranks between 
Meds and Business, and a Gazette editorial 
explains, " When the juvenile potential 
doctors at the Med School hijacked the 
Friday issues of the Gazette, they went too 
far . . . a halt must be called to any 
further escapades! " 
The Purple Patches presentation was the 
event of the year. A few years before, 
" Western Follies" (started in 1945) and the 
Meds School Show called " Meds 
Merrymakers" (started in 1946) united to 
produce Purple Patches, a variP.ty show. The 
Meds Choir was always the highlight of 
the show. In 1948-49, the Meds Choir made 
a record which was played on local radio 
stations. A 1948 article in the London 
Free Press described how an Anatomy 
instructor and Meds Choir soloist, Dr. Earl 
Plunkett, was giving Anatomy lectures 
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backstage at Purple Patches to first year Meds 
students studying for an upcoming Anatomy 
test. 
In 1952, Purple Patches changed its 
format and presented an original musical 
comedy, "Galosh". A featured performer was 
TV personality Paul Soles, and one of the 
producers was broadcaster John Dickens. 
The Medical School itself was a much 
more closely knit community. The Hippocratic 
Society, led by president Wilson Leach, 
was very active. Western students dominated 
the national executive of the now defunct 
C.A.M.S.I.A.K.K., then at 16 Craig Street, had 
fifty-nine active members. Teams 
from all years competed against each other 
in various sports. 
Although Tachycardia did not exist, the 
Meds Merrymakers were a very important 
group. They organized entertainment for 
Frosh Welcoming , Alumni parties, dances, an 
annual charity show in Convocation Hall, 
and a pre-Christmas carol sing , as well as 
their main job of presenting skits each 
Monday at noon in the Medical School 
Auditorium. Each class put on one 
presentation per month, consisting of skits 
and community singing . The Merrymakers 
were : 
Chairman-Mel Platt 
Meds '55-Don Swan 
Meds '54-Bill Wilford 
Meds '53-Marvin Smout 
Meds '52-Mel Platt, Neil Carruthers 
Nurses-Mildred Thomas 
The government had not then adopted 
the pleasant custom of giving away $3,000 in 
exchange for a signature on a piece of 
paper, and finances were a constant 
problem. Part-time jobs were the rule and 
at Christmas, the Post Office had a full 
complement of medical students. Many 
students depended on the Armed Forces 
Medical Officers plan to survive. The 
~ippocrati~ Society had a "Fin Box", set up 
m the Med1cal School , from which a student 
could borrow $5 to tide him over financial 
difficulties. 
. An a_ct_ive social life was part of being 
m Med1c1ne. The third year-fourth year party 
was, as always, a rousing success, complete 
with limitations of professors. Dr. F. Brien 
was spoofed that year as I'm sure he 
has been every year since. 
. T_he Parke-Davis trip to Detroit, a recent 
v1ct1m of drug company austerity, was the 
highlight of the third year. It seems to 
have been a more refined trip than the 
debauchery of more recent trips since most 
people actually showed up for the " official " 
functions. 
Johnny Downs played for the Meds-at-Home 
Ball in the Hotel London. Reports confirm 
that, even then , the custom of bun-throwing 
was well established. 
Other class events were a trip to a dairy 
farm and a sewage disposal ,plant, a party at 
Dr. A. D. Mclachlin 's home and a party 
given by Dr. and Mrs. Collip at the London 
Hunt and Country Club. 
The world outside the Medical School 
was much different as well. Senator Joe 
McCarthy was alive and well in Washington ; 
Cannabis sativa was a plant used to make 
rope ; new Spy trials made headlines 
weekly ; the Communists had just seized 
power in China; fighting was going on 
in Korea and Viet Nam ; barbers could 
still make a decent living ; skirts were no 
higher than three inches below the knee ; 
pants were worn only by men (in more 
ways than one) , and the death of George VI 
was an important event in Canada. 
In the twenty years since graduation , the 
class of '52 have participated in revolutionary 
changes in Medicine. They have witnessed 
the gradual socialization of health care, 
and fought for or against it. They have 
brought into use greatly expanded 
technological and laboratory aids to the 
doctor. They have been the beneficiaries of 
the medical-economic explosion that is 
eating u,p more and more of the Gross 
National Product. Before them, a doctor was 
a figure of respect in the community, but 
not a rich man. In their working lives perhaps 
the doctor has fallen somewhat from his 
pedestal , but he has landed on a cushion of 
wealth undreamed of by his predecessors. 
The story of Meds '52 is far from over. 
They are at the height of their careers , 
but they are facing great problems. The 
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Lost Trip 
Gary Maier M.D. 
C 0 L 0 R S Red yellow orange green mauve 
black brown blue pink purple, FLASHING, 
lime, tourquoise, coral, fawn, pine, blood , 
red, screaming red , brilliant red. 
H A L L U C I N AT I 0 N Vibrating reds , 
flashing reds , blinding white, sheets of 
white OFF-ON white-yellow-orange, deep 
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method in which they overcome them will 
make interesting reading in another twenty 
years. 
MEDS CHEER '52 
Auscultation , palpitation, hemorrhagic loss, 
Roll 'em over, bowl 'em over, 
Show 'em who is boss. 
Embryo Medicos, cream of all the crop, 
Best of Meds, Western Meds, 
Always on the top. 
Yea, Meds! 
PREDICTION IN CLASS HISTORY: 
Thomas Donald Mclarty : " Tom was born 
fifty years too late. We see him practising 
modern medicine but plodding between 
patients in one of those old, horse-drawn 
democrats he admires so much." 
FEB. 24, 1950-THE GAZETTE 
" Dr. F. Brien is getting a taste of his own 
medicine. Dr. Brien, after giving a lecture 
on pneumonia last week, became ill with lobar 
pneumonia on Wednesday." 
PROFS FROM CLASS OF '52 
Dr. F. Lewis-Pathology 
Dr. William Mclnnis-Neurology 
Dr. Thomas Mclarty-Surgery 
Dr. Glen Pratt-Family Medicine 
FIRST YEAR WAS THE SAME 
" The first move for all was to start buying 
books. The students of 2nd, 3rd and 4th 
years unloaded every book they had from 
the 1894 edition of Atwater's Atlas of 
Anatomy to the 1943 edition of the Boston 
Cook Book." 
SECOND YEAR WAS THE SAME TOO 
"Pathology lived up to its reputation-
each test worse than the last and each 
lab and each autopsy piled up a new and 
imposing series of microscopic slides." 
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deep orange, everything 's orange, biting 
orange, gold, golden, golding , brown and 
gold, and then purple OFF-ON Out! --
Out! --lights flashing-- dazed 
ACT I 0 N Looking moving crawling 
stumbling staggering walking jogging 
running tearing jumping hopping flying 
falling crashing thumping squirming 
rolling crying yelling paining screaming 
fearing hating wondering doubting 
shattering 
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Pain Research 
University of Western Ontario 
Pharmacology Department 
Pain felt by everyone defies precise 
description , even memory of pain modulates 
the experience, especially as time from 
the event increases. 
Drug therapy of pain has, from early times, 
been opiates and belladonna alkaloids then 
salicylates and other antipyretic drugs 
were added . Recently cortico-steroids and 
anti-inflammatory drugs to deal with the 
mechanisms of inflammatory pain have 
increased the control of pain. Local 
anesthetics, introduced near the turn of the 
century , are another example of agents, 
these acting on the peripheral , as opposed to 
central pain mechanisms. 
In present day practice, the treatment of 
severe pain as of malignancies and CNS 
pathology, is treated by the major narcotic 
analgesics and by neuro-surgery. No one 
would deny the need for better analgesics-
free of dependence liability, tolerance 
development and respiratory depression. 
Nevertheless, can we make better use of 
existing drugs by applying our knowledge of 
pain mechanisms and pharmacodynamics? 
For example, tolerance and dependence 
will not occur with morphine when the 
administration can be limited to one dose in 
24 hours. Can we utilize other drugs to 
delay the build-up of painful sensations until 
the daily dose of morphine can be given? 
J. M. Parker & T. Dubas 
Our main studies have dealt with centrally 
evoked responses produced by electrical 
stimulation via intracranial electrodes. The 
animal " escapes " by jumping to the opposite 
side in a shuttle box. These "escape" 
responses by jumping in a shuttle-box which 
turns off the stimulator, resemble those 
produced by peripheral stimulation via 
an electrified floor grid. See Fig . 1. 
This apparatus allows us to record the 
animal 's performance. We can see from the 
records how many times he turns off the 
shock or how long he is stimulated before he 
turns it off. The intensity of the stimulus 
can be raised or lowered and we can alter 
this to raise it if the rat does not respond 
or lower it if he does. This can be continued 
until a steady level of escaping shows us 
we have found that animal 's threshold. 
We have described the equipment and 
techniques in detail in other publications. 2, 1: 
The animal 's performance and threshold 
changes after receiving drugs such as 
salicylates, morphine, heroin, etc. can 
be recorded and studied. For reference 
purposes, peripheral pain can be produced 
by using an electrified grid-floor in the 
shuttle-box. We have used this for obtaining 
data particularly with heroin and salicylates to 
use for comparison with these results seen 
after stimulation of "central" structures. 
AUTOMATIC 
StiMULATOR 
RECORDER 
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SHUTTLE BOX 
TIMER for 
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of 
STIMULATION 
TIMER for 
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TIMER for 
MOTOR 
in 
STIMULATOR 
Fig . 1. Apparatus used for threshold determination in central aversive responding. 
The objectives of the study are to find 
areas of the brain which when stimulated , 
elicite " pain-like responses " . 
To consider these areas in Melzack's 
hypothesis of pain as a co-ordinated system 
felt as pain and suffering . This is 
contradictory to the classical concept of 
pain as a simple upward pathway from skin 
or organ to the brain. 
Our work to date favours Melzak's 
conception of areas interrelated and 
interacting . Our final objectives are to quantify 
drug suppression of the animals ' responses 
and compare differences within and between 
drugs and the central areas determining 
pain. 
Casey and Melzak ' have proposed that 
pain is a function of three different 
determinants , each subserved by its own 
neuronal mechanism, but which intimately 
interact with one another to provide for the 
perceptual information regarding (1) the 
location, magnitude, and the spatio-temporal 
properties of the noxious stimulation; (2) the 
motivational tendency toward escape or 
attack; (3) the cognitive influences based on 
an analysis of multimodal information , 
such as the evaluation of the input in terms 
of past experience, prior conditioning , 
meaning of the pain-producing situation, 
probability of outcome of different response 
strategies, etc. Pain, therefore, is a function 
of all three systems and cannot be ascribed 
to any one of them. These three categories 
of activity then influence the motor 
mechanisms responsible for the complex 
patte rn of overt responses that characterize 
pain. 
These authors further postulated that (1) 
the neospinothalamic system wi th its 
projection to the ventrobasal nuclei of the 
thalamus and somato-sensory cortex provide 
the neurological basis of the sensory-
discriminative dimension of pain ; (2) activation 
of the reticular core of the brain stem and 
medial thalamus via the paramedial ascending 
or medial paleo-spino-reticulo-thalamic 
system underlie the powerful motivational 
drive and unpleasant effect that trigger the 
organism into activity aimed at stopping the 
pain as quickly as possible; and (3) 
neocortical or higher central nervous system 
processes are responsible for the cognitive 
influences. The latter central control 
determinants may affect both the sensory-
discriminative and the motivational-affective 
components of pain or they may modify 
primarily the motivational-affective dimension. 
See Fig. 2. 
Central con t rol processes - cognitive 
f r ee 
nerve 
ending 
in the 
skin 
s 
L 
:::1 input 
s 
/ 
' 
Ga t e con t rol 
system T dorsal- horn 
transmission 
cells in spinal 
cord 
neocortical & limbi c systems 
(Hippocampus, amygdala , etc . ) \ 1\L '!' II Motivational-affect! ve 
system: brain-stem reticular 
formation (RF) , medial 
thalamus (MD, RT, PV-F) , ~ 
---1 diencephalic limbic Moto r 
r st ruc t ures (LH , CG, CSC) Mechanisms 
v sensory - disc rimina ti ve sys tern: dorsal column-
medial lemniscal pathway 
(LM) , ventrobasal thalamus 
(VD) , sensorimotor cortex 
(spatia- temporal analysis) 
FIG.2-Schema for the sensory, motivational and central control components of pain. Peri-
pheral input to the cord and gate control system (T) starts projections to the sensory-
discriminative system and to the motivational-affective system. The central control processes 
receive inputs from the periphery via the large fiber system. This area projects back to 
the gate control system (T) and to the motivational-affective and sensory discriminative 
systems. These all interact and project to the motor mechanisms. L-large diameter fibers. 
s-small diameter fibers. 
Modified from Casey and Melzak.' 
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Rats have been prepared with intracranial 
electrodes in aversive areas which we have 
attributed to one or another functional unit. 
Electrodes have been placed stereotaxically 
in the " spatio temporal " system (dorsal part 
of the ventral nucleus of the thalamus) , 
" cognitive system" (ventral tectum and lateral 
hypothalamus) and " motivational system " 
(parafascicular, paraventricular, reticular and 
mediodorsal thalamic neuclei) . 
Co-ordinates used were those in the atlas 
of Pellegrino and Cushman.5 For reference 
purposes, as a form of controls , 80 naive 
rats were studied to determine their threshold 
to foot shock. From these, 45 who performed 
at low thresholds were used to determine 
dose response curves for heroin blockade 
of foot-shock escape. 
Two hundred and fifty-seven animals have 
been prepared to date. Fentanyl , Meperidine 
and Heroin were given to normal animals 
stimulated by foot shock. These were all 
effective in producing analgesia to foot shock. 
These experiments did not provide evidence 
of where the drugs act between the noxious 
stimulis to the feet and the perception of 
pain and the jump or escape response. 
Subsequent centrally produced pain studies 
were needed. However, we obtained precise 
quantitative values of how the threshold 
to foot shock was raised after various doses 
of heroin. The central pain studies may 
show why this drug is both an effective 
analgesic but the most misused and one of 
the most dependent-liable members of the 
opiate analgesics. 
Results to date (since this work is 
incomplete) show three major findings. Sodium 
salicylate has a specific action in blocking 
the response to lateral hypothalamic 
stimulation and not to peripheral foot shock 
or to other central stimulation.' Fentanyl 
citrate is unique among the narcotic drugs 
tested in being more specific in blocking 
News and Views 
MEDS WON GOLF TOURNAMENT 
The Faculty of Medicine golf team 
playing heads up golf, won the Interfaculty 
golf tournament for the first time in modern 
Medical history. Playing in the grip of a 
Northern Ontario cold spell , the boys 
destroyed the Fanshawe Golf Course. Good 
work fellow Meds-John (stiff upper lip) Pook 
Brian (the shank) Renington, Kevin (the ' 
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the motivational and spatio-temporal systems 
than the cognitive system. The steepest slopes 
for dose response curves were obtained 
when the sensory discrimination areas were 
stimulated to evoke the "pain-like 
responses." ' 
Heroin , in contrast , has more effect on the 
limbic structures (hippocampus and 
amygdala) rather than on the parts of the 
classical pain pathways such as the ventral 
nuclei of the thalamus. The dose of heroin 
which raised foot shock by five times 
blocked effectively (94%) the response 
to hippocampal stimulation. Thalamic 
stimulation was blocked only 11% by the 
same dose. 
The classical pharmacological techniques: 
tail pinch , hot plate, tail flicks to heat cannot 
make such differentiations between aversive 
areas in the central nervous system. By 
our present methods we are now provided 
with techniques to improve the search for 
pain relieving drugs and drug combinations of 
components that affect different parts of 
the central pain system. 
We wish to acknowledge the support of the 
Medical Research Council of Canada and 
the Ontario Drug Addiction and Alcoholism 
Foundation. 
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klub-thrower) Kossick and Richard G. (for 
great) Haddad. (Who wrote this article?) 
The Health Science golf tournament was 
won by that great, great fellow and Med 
st.uden.t Richard G. Haddad. He accepted the 
g1gant1c trophy in a modest ceremony 
at Alumni Hall. Nobody came in second! 
Richard G. Haddad 7 4 
Class News 
MEDS '75 MEDS '73 
The early weeks of second year are 
producing for us the same sort of excitement 
that all previous second year classes have 
experienced . The relevance of first year 
courses is becoming more apparent all the 
time. High on the list of priorities has 
been the selection and purchasing of 
instruments for the physical diagnosis 
classes. Thanks to the determined haggling 
of our dedicated and hard-working president, 
Don Shylock, we have been able to get the 
whole works in bulk at prices considerably 
below retail. Ever sharp! Now we get to cruise 
down the halls with that neat little black 
bag of goodies, just like the real doctors do! 
(By the way, 10 points for anyone who 
knows how to spell the fancy name for a 
blood pressure cuff.) 
The past summer saw a substantial decrease 
in the number of bachelors in the Class 
of '75. Tough luck, girls: you can strike off 
your lists Brian Taylor, Gary Blake, Ken 
Socking, Warren Wilkins, Dave Schaefer, and 
Ed. Warren. By the time of printing, Don 
McFadden should also have been initiated 
into matrimonial bliss. Congratulations, 
one and all. 
There seems to be no end of opportunity 
for class togetherness this season. The annual 
first year/second year party was, we dare 
to hope, a considerable success. They say 
that the new recruits are getting more 
sophisticated every year, but the second year 
enjoyed the Scavenger Hunt at least; among 
sundry other things on the list of items 
to be collected were : 
1. A London policeman 's badge (with 
policeman, extra points) . 
2. A stripper. 
3. A lobster trap. 
4. A wine list from the Latin Quarter 
etc. etc. etc. 
Certain of our class auto buffs recently 
upheld the honour of the Class of '75 
by actually completing the annual Health 
Science Car Rally, despite the effects of wrong 
turns, confusing directions, and ethanol. 
Forthcoming is the construction of the 
float for Homecoming Weekend , to be 
completed with help from Labatts. 
Deliberations are now under way for Tachy, 
where we hope to demonstrate an even 
greater virtuosity on the legitimate stage than 
we did at the previous Meds Drama Festival. 
See you there! 
Neil McAlister, archivist 
According to everyone I've talked to so 
far, fourth year is off to a good start. Most 
people have agreed that it is the most 
interesting year of them all-at any rate, it 's 
much more stimulating than a day's 
sitting in a lecture room. 
A great deal has happened to class mates 
over the summer months and to say the 
very least, I'm not up to date on half of it. 
I' ll wait till we all get together at Tachy 
practices and swap information, before 
reporting all the news about those dull 
happenings in our lives such as marriages 
and births. 
Naturally the " B" is expecting everyone 's 
full co-operation on our " effort " for Tachy 
this year. See you all? at rehearsal. 
Betty Marchuk 
MEDS '76 
We, Meds '76, are a most promising group. 
(sic) For those interested in some vital 
statistics of our class, 100 strong , the 
admissions committee has summoned the 
following from the bowels of the earth : 
46 students from second year honours 
programs, 
21 students with a degree from UWO, 
19 students with a degree from another 
university, 
6 " mature" students, 
6 students from first year at UWO, 
2 special students. 
Our class is a delightful mixture of 
infallibility, humility, wit, and, as the Dean has 
told us, social conscience. We are, by the 
way, 29% female and 1% brewmaster ... 
We shall inevitably proceed to great things 
once we win our first boat race. 
Paula Donahue 
A leopard walked into a psychiatrist's office 
and complained that every time he looked at 
his wife he saw spots in front of his eyes. 
" So what's wrong with that? " queried the 
puzzled doctor. 
"But doc," explained the leopard, I'm 
married to a zebra! " 
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Answer to Pathological Photoquiz 
X-ray of the joint appeared normal. TB skin test was positive but the chest X-ray 
showed infiltration in keeping with changes of sarcoid in lungs, rather than TB. RA test was 
negative. Arthostomy of the right knee and a synovial biopsy was done. The synovium 
appeared unusually granular with hyperemic proliferation unlike the classical 
rheumatoid arthritis appearance. 
The patient did not regain extension of the knee joint and a recurrence of synovitis 
occurred after four months when a synovectomy of the right knee was done. 
Diagnosis : Sarcoid synovitis . 
Discussion: The cause of sarcoidosis is unknown. The incidence in females is about 
double that in males and ten times more common in negroes than in Caucasians in 
U.S.A. There seems to be an increased incidence in relation to pregnancy and 
lactation. The disease occurs most frequently in the thirties and forties. 
Sarcoidosis may occur in almost any organ and the clinical manifestations depend 
on the site of involvement and the activity of the active granulomatous condition 
or the secondary fibrosis. 
Sarcoidosis is diagnosed on the basis of clinical features together with histologic 
evidence from a tissue biopsy or from a positive kveim reaction. 
The Day Hospital -
A Preventive Approach To Psychiatry 
How can psychiatric patients be treated 
effectively and efficiently? 
With the advent of phenothiazines in 
1953, we were able to drastically reduce our 
institution population. Along with this , we 
have been able to change our culture to 
perceive some deviation from the norm as 
acceptable. Except for the suicidal , impulsive 
or the ill in which self-preservation is 
impossible, there should not be anyone in 
institutions. 
With more cognizance, homes for special 
care or special placement homes will 
continue to be more available. Thus, many 
patients locked up because there is nowhere 
else to go will live and function in society. 
How is the stigma of mental illness to 
be eradicated? A new approach is the day 
hospital. The fact that patients go to a day 
hospital and come to their natural 
environment is equating their problem with a 
treatable physical ailment, which is often 
managed in a clinic. The suggestion that 
being 'crazy' is not being doomed to a 
level less than humanity-a mysterious 
creature that defies comprehension and 
demands restraint. 
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William C. Vezina '73 
PREVENTION 
It is difficult to perceive that the occurrence 
of mental illness can actually be arrested. 
Society's pace and pressure is augmenting 
and yet, religious and family life is 
deteriorating . 
What we are trying to do is decrease the 
occurrence of serious mental illness and 
especially, prevent the procrastination 
that leads to long term treatment or inevitable 
failure. 
The bulk of mental illness begins in the 
home and this is where this aspect of 
psychiatry concentrates. If the whole health 
team. can .modify the patient's family 
relat1onsh1ps, the work of lifting the patient to 
a level of functioning that will allow 
rea~justment to his new, less traumatic 
environment is facilitated . 
The D.ay ~osp~tal atte~pts to modify the 
members d1stort1on of his environ me t d 
his inability to interrel ate to others ·1nn an 
· f I · a ~eam~~ u way; It attempts to increase 
h1s ability to cope with stress and to t h 
h. d · eac 1m pro uct1ve ways of utilizing his 
capabilities. 
Day Hospitals are designed to salvage 
family interpersonal relationships before 
irreparable apathy develops. Patients, instead 
of repressing their tension and anxiety 
because of fear of institutions, readily admit 
themselves, thereby preventing their defenses 
from being built strongly 
Many centres are actively involved in 
educating the public . This ,promotes early 
intervention. 
ECONOMICAL AND EFFICIENT 
Perhaps therapeutic advantage and not 
cost, should be emphasized but it is a known 
fact that psychiatry, although one eliminates 
such expensive treatments as operations, 
the cost per patient is still comparably 
higher. 
One of the problems that persists is that 
we commit a patient to an environment 
that is conducive to perpetuation of mental 
illness. 
Cameron describes the traumatic 
environment to which the ego is submitted 
"in a closed maximal security hospital, 
then all his surroundings-the stripped-down 
room, the protected windows, the innocent 
cutlery, the counting in and the counting out 
and the continuously watching attendant and 
nurse-all must conspire to convey to the 
patient the anticipation that the group now 
expects of him uncontrolled, irresponsible, 
impulsive and destructive behaviour. " 
This new approach, on the other hand, 
creates an atmosphere of congeniality and 
warmth. The member feels the keen interest 
the staff have in his needs which are met 
sooner, thereby reducing his stay in hospital. 
Is the process of discharging a patient 
as difficult as on a general psychiatric ward? 
Without total hospitalization the period of 
weaning him from hospital dependency is 
eliminated. He is always in contact with 
society and trial periods of outside visitation 
are not necessitated. 
LONDON PSYCHIATRIC HOSPITAL 
DAY CENTRE (MERIMNA)* 
We introduce the London Psychiatric 
Hospital Day Centre (Merimna) as a 
therapeutic mental health centre which offers 
modern hospitalization and treatment 
facilities to the patient-member and his 
family, thereby reducing the member's need 
to be fully hospitalized. 
We believe that partial hospitalization, 
during the day and evening periods for those 
*Merimna (Gr.-'Care ') inaugurated Oct. 1971 . 
people with emotional disorders, provides 
a much needed community service. This 
service will reduce the need for total 
hospitalization for many and thus provide 
additional treatment facilities for a larger 
population. It is also advantageous for the 
patient to be able to live at home while 
undergoing therapy. 
A member is regarded as an individual 
with unique needs. By providing a therapeutic 
environment, it is hoped that these needs 
are met with particular emphasis on 
emotional and social aspects. 
The therapeutic environment will assist the 
patient to improve his life style through 
resocialization and rehabilitation activities. In 
our programme a member can have his 
symptoms delineated, possible solutions to 
his problems elucidated, unexpressible 
feelings extracted and the distortion of their 
lives eliminated so that self-respect and 
self-worth is established. This is accomplished 
not only by individual and group therapy, 
but also by psychodrama. Family and Marital 
therapy, role playing recreation , art and 
occupational therapy. At Merimna, in 
preparation for group therapy, all the staff 
members became involved and were exposed 
to group experience themselves. 
Since the individual belongs to a family 
who is closely involved with the member's 
present difficulties, this type of care hopes 
to include the family in treatment at the 
hospital and in the home through interviews 
and home visits. This may prevent future 
emotional difficulties for other family members 
who may also be at risk. 
In order to provide the best treatment 
services, the staff consists of a competent 
interdisciplinary health team, including 
psychiatry (assisted by third and fourth year 
medical students) , medicine, nursing , social 
work, occupational therapy, chaplaincy, 
psychology, recreational and vocational 
services and volunteer services. This overall 
team is responsible for assessment, treatment 
planning , treatment implementation and 
follow-up for and with the member. 
SUMMARY 
Merimna (London Psychiatric Hospital Day 
Hospital) provides a needed community 
service. Its informal atmosphere and its 
general recognition has prompted self-referral. 
The day hospital , in considering its 
success, its efficiency, its family, social and 
cultural implications and most important its 
role in prevention , is the only sane 
approach to mental illness. 
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I fe lt so hurt and lonely 
Not knowing what to do 
But God led me to a place 
Where now my hurt is through. 
I go to group most every day, 
It helps me when I'm through 
I try to understand myself-
The way that others do. 
I've met a lot of friends there, 
Without them I'd be blue ; 
So if you have a problem 
Come, 
I'm sure they 'd help you too. 
(Poem written by one of the f irst members 
of " Merimna".) 
ACKNOWLEDGMENT: 
The author is grateful to the staff of 
Merimna for their ideas that were incorporated 
into this article and Dr. Steve Nugent (Director 
of Merimna) for his needed advice. 
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Psychiatrist: " Why do you keep scratching 
yourself?" 
Patient: " I'm the only one who knows where 
it itches. " 
Even the boredom of health insurance forms 
is occasionally assuaged by a little well placed 
misinterpretation. 
Recently a patient of mine whose disc-
degenerated neck had been sentenced to the 
wearing of a cervical collar sent on the bill 
for same to his insurance company. It was 
rejected with a firm note stating, "We do not 
pay for contraceptive devices." 
E. Bliss Pugsley, M.D., Ottawa, Ontario 
• • 
Doc to patient: " The trouble is in your 
breathing-but I'll soon put a stop to that." 
ETHICALLY SERVING THE PROFESSION 
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All types of equipment for 
STUDENT, PHYSICIAN 
and HOSPITAL 
• Olympus Student and Laboratory Microscopes 
• Welch Allyn Diagnostic Instruments 
• Tycos and PyMaH Manometers 
• Medical Bags 
• Dissecting Kits & Instruments 
PHONE: 433-9268 
RussELL LIMITED 
SURGICAL AND PROFESSIONAL EQUIPMENT 
HYMAN STREET LONDON, ONTARIO __) 
RALPH M. CUMMINS 
OPTICAL 
Specializing in 
FILLING EYE SPECIALIST'S 
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CONTACT LENSES 
Offices 
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400 Central Ave. 
at Colborne 
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438-8522 
432-8811 
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THE UNIVERSITY 
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Especially For 
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U.W.O. Crest 
University Community Centre 
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Victoria Hospital 
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• RESIDENCIES 
Recognized for training in 
ALL MAJOR MEDICAL AND SURGICAL SPECIAL TIES 
by the 
ROYAL COLLEGE OF PHYSICIANS AND SURGEONS OF CANADA 
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London - Ontario 
600 BEDS 
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